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November 20081130 Ali et alThis study has limitations: The patients were not ran-
domized, and this was a retrospective review. The numbers
are small, and staging was at the discretion of the operating
surgeon.
CONCLUSION
We believe that staging the NAIS is feasible, with no
added complications or untoward graft-related issues. Al-
though harvest of femoral popliteal vein graft at a separate
procedure does add another procedure, these patients un-
dergo multiple procedures as seen with patients in the
nonstaged group. Furthermore, we believe that staging
may help reduce surgeon fatigue.We therefore recommend
staging whenever possible, especially if the surgeon is not
very familiar with the NAIS.
We would like to thank Melanie Goodell for statistical
support and help with the manuscript.
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Dr Thomas Naslund (Nashville, Tenn). The authors have
addressed an important negative feature of the NAIS [neoaortoiliac
system]: that being the operation is lengthy and tedious. They have
devised a staged procedure without altering the basic operative prin-
ciples. In this report, the desired result was reached in that lengthy
operative time was avoided and outcomes were not changed. Fas-
ciotomy rate is noted to be lowerwith the staged approach, butwe are
not informed of the relative incidence of prior saphenous vein harvest
in the two groups. This risk factor as well as evolving judgment in
performing fasciotomy could explain this observation.
In general, if safety is equivalent, one operation is better than
two. Furthermore, the overall efficiency of the operating room is
diminished by this staged approach consuming more operatingroom resources by creating two separate procedures. I have three
questions:
First, was there a sentinel case that resulted in the change to
utilize a staged approach? Second, have you considered an institu-
tional cost analysis? And third, have you considered cold preserva-
tion of the deep veins to allow excision and thigh closure at the first
operation and not subject the thighs to added surgery with the
second stage?
Dr Ahsan T. Ali. In regards to the first question, there was no
sentinel case. We had a patient, we had some information on him,
and he was scheduled for a NAIS on a Wednesday. The idea came
to us to harvest his veins and mobilize them on Tuesday that will
save 2 or 3 hours. I would like to emphasize that harvest of the vein
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should be done a nonhurried manner.
Toanswer the secondquestion; I completely agree. I think it ismore
costly. It involvesa secondanesthesia,but theseareverycomplexpatients.
There is no simple solution. I think the hospital regards this as a very
specializedprocedure that Idon’t think there is apattern to thesepatients.Lastly, we did consider having vein completely harvested a day
before and placed in a preservation solution and just closing the
incisions permanently, but if you come up short by a centimeter or
two, you are going to be kicking yourself, that why didn’t I take the
appropriate length. I guess you can take extra length, but we have
not done that.
